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Diagnosis
Kawasaki disease is an acute, self-limited small and medium sized vasculitic syndrome affecting multiple body systems with life-threatening panvasculitis of coronary arteries with thrombosis of coronary arteries, coronary artery aneurysms, coronary stenosis, dysrhythmias, heart failure and myocardial infarction which is the most common cause of death in Kawasaki disease. The disease occurs in three phases; acute febrile (0 to 19 Days), subacute (12 to 25 Days), and late or convalescent (6 to 8 Weeks), 80% in infants and young children under 5 years of age with a 50% peak at 18 months. Diagnosis, based on clinical criteria can be enigmatic and present with an "Atypical Kawasaki" illnesses that does not fulfil the standard diagnostic criteria, as occurred in Transthoracic echocardiography is the main and primary diagnostic modality. Cardiac abnormalities in the acute phase include tachycardia, dysrhythmias, hyperdynamic precordium, gallop rhythm, myocarditis, depressed myocardial contractility, mitral regurgitation, and coronary artery abnormalities (1, 2, 3 ).
In the subacute phase they are afebrile but panvasculitis of coronary arteries, inflammation, aneurysms, thrombosis formation, is occurring and can lead to stenosis or obstruction leading to congestive heart failure and myocardial infarction (1, 2, 3) .
Hence it requires a high index of suspicion by Paediatricians and Cardiologists, to facilitate diagnosis in the acute phase, before the subacute and the convalescent phase, where they are afebrile, with remission of the signs of the illness and return to premorbid personality and energy level. 
